The purpose of this study was to describe how diabetics manage and cope with their disease within the work environment. Interview data obtained from nine insulin treated working diabetics were qualitatively analyzed using the constant comparative method. A process of interactions among three interlinking categories emerged. These categories are: I) health, which includes both perception of health and physical state of health; 2) self-image; and 3) feelings about one's work environment. Based on the interactions of the worker with these three categories, each participant was classified as one of three theoretical types: the Decision-Maker, the Loyal Worker and the Fatalist. Each type of worker interacts within the framework of the three core categories and responds differently to changes within one of these parameters. The significance of these interactions in relationship to the occupational health nurse is discussed.
Diabetes is increasing among persons in their prime working years. Since 1958, the prevalence of diabetes has increased more rapidly for persons under 44 years of age than for persons greater than 65 years of age (Anderson, 1982) . Given the increasing prevalence of diabetes among relatively young persons and the fact that the majority of them do not become disabled but remain in the workplace, diabetes is Diabetes is clearly a problem which employers and health care providers in the work setting must confront.
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The Occupational Health and Safety Act of 1970 and the Rehabilitation Act of 1973 prohibit employers from discriminating against handicapped persons. While employers cannot legally discriminate against diabetics in their hiring, there are no consistent guidelines for either employers or employees for the management of problems related to this disease in the workplace.
Guidelines do exist, however, for employers regarding the employment and job placement of diabetics of working age. These guidelines provide that diabetics prove that their diabetes is in acceptable control, defined as: (I) infrequent insulin reactions with none severe enough to require help from others; (2) infrequent occurrence of symptomatic hyperglycemia; (3) satisfactory supervision by a personal physician; and (4) no complications which would interfere with job performance or attendance (Mastbaum , Tetrick & Alexander, 1980) . Since the working diabetic must be able to show evidence of control and thus in compliance with medical treatment, how does the diabetic manage diabetes mellitus in the workplace?
LITERATURE REVIEW
The literature generally has focused on industry outcomes rather than behavior or benefits for the diabetic worker. Industrysponsored studies have looked primarily at absenteeism. Dublin (1950) and Brandeleone and Friedman (1953) found no significant difference in absentee rates of employees with diabetes versus all other employees. In a case-control study at the Dupont Company, Pell and D'Alonzo (l960b) concluded that a higher rate of sickness-related absenteeism and number of disability days in the diabetic group was accounted for by a small number of diabetics (4.1%) who were all insulin-dependent production workers. Employees in this group who were age 50-64 used nearly four times the disability leave as their controls. Salaried diabetic workers showed no significant difference in absenteeism from their controls. The 1960 findings were corroborated in two later studies, Pell and D'Alonzo (1967) and Nasr, Black and Magnusson (1966) , though there was no significant difference in sickness absenteeism between insulin-and non-insulindependent diabetics. Moore and Bushbaum (1974) have argued that the conclusions of previous studies (Beardwood, 1950; Brandeleone & Friedman, 1953; Dublin, 1950; PeB & D'Alonzo, 1960a , 1960b , 1967 , 1970 Nasr et al., 1966 ) differed because age distributions of the diabetic samples were different from those of comparison groups. They concluded that the diabetic group was not significantly different from the non-diabetic group. Despite dramatic changes in the treatment of diabetes, there apparently have been no published studies of absenteeism among diabetics since 1974.
Given the conflicting research, particularly on absenteeism rates, it would not be surprising to find that companies rely on their own experience or perceptions of diabetic employees and are consequently reluctant to hire a known diabetic. A 1971 survey of 169 company physicians found that physicians believe that diabetics, once hired, are as reliable as non-diabetics on the job. However, pre-employment examinations with blood glucose and urine screening were used by some physicians to disqualify diabetics, and frequently, a statement of good control from the primary physician was required prior to acceptance for a position (Tetrick & Colwell, 1971) .
Only one study looked specifically at work experiences from the perspective of the diabetic person. Kantrow (1961) sent a questionnaire to insulin-dependent diabetics who had previously attended a diabetic camp and were now 18 years or older. Forty-one of the full-time workers had been refused employment because of their diabetes, and 18 of these persons chose to conceal their diabetes when applying for work. Twenty-two years later Hutchison, Kesson and Slater (1983) reported that the insulin-dependent diabetic was more likely to have been refused work at some time because of his or her diabetes (11%) than the non-insulin-dependent diabetic (2%).
Nursing literature has failed to address thoroughly the planning, intervention and evaluation of care for the diabetic worker. Hoover (1980) briefly addressed problems of compliance from the patient's perspective by anecdotal report. Sanborn, Currie and Bailey (1982) provided guidelines and suggestions for insulin changes as determined by which shift a participant worked, but no documentation was included to show whether their plan was effective. Taylor and Cox (1982) identified a number of sources of occupational stress and extrapolated them to the diabetic worker. Eighty-two percent of the subjects in the shiftwork group indicated that shiftwork was problematic for them and reported difficulty in maintaining blood sugar control. However, definitions of "problematic" and "blood sugar control"
were not provided, and there is no indication whether the diabetics doing shiftwork were forced to quit or change jobs.
Nearly all of the research in the United States on the diabetic worker has focused on absenteeism rates and was conducted prior to the passage of anti-discrimination legislation. In addition, much of the research was industry funded and endorsed, an important potential source of bias. Furthermore, the literature describes only diabetics who are unable to stay in the workplace due to disease complications. Little is known about the activities that the working "well" diabetic uses to manage the disease within the work environment.
CONCEPTUAL FRAMEWORK
Symbolic interactionism provides a framework within which to view human actions. Three premises of symbolic interaction are: (I) "that human beings act toward things on the basis of the meanings which these things have for them; (2) the meaning of things is derived from the social interaction that one has with another and, (3) meanings are modified through an interpretive process used by the person in dealing with the things he encounters" (Blumer, 1969) . Inquiry from the perspective of the diabetic worker using the theoretical concepts of symbolic interactionism can contribute to the understanding and subsequent management of diabetes within an occupational setting. It also should enhance program and policy development.
If the meaning of diabetes is shaped by social interaction, then the management of diabetes at home may be vastly different from the management of diabetes in the workplace. Meaning is not static, but rather, constantly changing concepts formed by interactions between people. An examination of the social interaction between the diabetic worker and others in the work environment is a logical first step.
METHODS
In-depth semi-structured interviews of approximately one and a half hours were conducted. Criteria for participation in the study were that each participant be working full time and on insulin for diabetes control, as the literature indicated only those on insulin experienced significant problems. All nine participants were employed by advanced technology communications companies, with eight from one company. All workers were non-salaried.
The data were qualitatively analyzed using the constant comparative method outlined by Glaser (1965) . This method is Inquiry from the perspective of the diabetic worker using the theoretical concepts of symbolic interactionism can contribute to the understanding and subsequent management of diabetics within an occupational setting.
concerned with generating or suggesting hypotheses about a general phenomenon, in this case, the disease management strategies of diabetics in the workplace. There are four stages to this method. Initially, each line or paragraph of the interview is given a code word from which memos and theoretical notes are written. This process is ongoing throughout all phases of analysis. As incidents are compared, Phase II develops, in which integration of code words and their memos evolve into a unified whole. Categories are built upon by continuing the process, making comparisons of incidents and looking for similarities or dissimilarities among them. The categories, which are a compilation of similar incidents and their memos, are brought together in Phase III at a higher level of abstraction by forming linkages among concepts (Corbin, 1986) . With the use of diagrams, the relationships among the core categories are redefined and honed to logically link the major concepts. Phase IV involves posing a hypothesis which provides the framework to pull the core categories together (in this study, the theoretical types), and to best explain the interactions among the participants.
RESULTS
Three core categories emerged that have a direct impact on the level of functioning of the worker within the workplace: (I) health, which consists of both perceived status of health and actual physical complications; (2) self-image; and (3) feelings about one's job and work environment. Using these three categories, graphs were drawn on which to plot each participant. For example, the continuum of self-image from positive to negative was intersected by the continuum of health perception, also positive or negative. Each participant was then plotted on the graph in relation to ious or depressed about the future at times but basically has learned to focus on the present.
THE WYAL WORKER. in contrast to the Decision-Maker who is self-assured and independent, derives a significant portion of his self-identity from work, seeing the work as essential to survival. A typical statement reflecting his attitude is:
I think the way people treat me over there and everything is because I'm me, and everybody seems to like me. They are always telling me I do a good job. I'm here to work, and I don't like to be out a day, because if I didn't have to work, I wouldn't be here, and I'm going to be here every day if possible. I put in an honest day's work when I work anywhere.
HEALTH PERCEPTION
Each number indicates one participant these two parameters ( Figure I) The Decision-Maker strongly objects to the illness role, and being diabetic is not part 9 -TEN of his identity but rather an outside force that impinges on his daily behavior.
He seeks increased knowledge to fine tune management of his blood sugar, uses the health care provider as consultant and considers himself the resident expert. He is very visible with the use of his blood sugar monitoring machine and injections at work, and makes it possible for his coworkers to show interest and learn about diabetes.
From the Decision-Maker's point of view, being successful and a good worker preceded the condition of diabetes. For example, one Decision-Maker states:
I think maybe being a good worker made me a better diabetic. As far as being dedicated to what I do in my job, I can put the same dedication that I put in my job toward the diabetes. I think a lot of it is that I care about what I do for a living, and how I do it rubs off on the diabetes.
The Decision-Maker admits feeling anxFrom the Loyal Worker's standpoint, diabetes is peripheral to the work setting or an interference for which there isn't time. He feels it is important to be well-liked and that using company time to attend to selfcare behavior makes him more vulnerable to rejection by his co-workers. He uses vacation time for disease management behaviors and seldom uses sick time, because he sees it as a "black mark" which diminishes his value to the company.
The Loyal Worker avoids thinking about his diabetes, and, therefore, ignores the possibility of being sick. To be sick means the inability to perform the normal and daily activities of living, in this case, the work itself. Work is essential to the identity and survival of the Loyal Worker; so, even if he feels ill, work is seen as that which keeps him functioning. One stated that, for example:
Sometimes you can feel bad, and if you lie around, you can feel that much worse. If you get up and keep on going, you can make it a lot better than you can lying around.
To the Loyal Worker, public display of procedures for diabetes management such as blood sugar determinations and insulin injections at work makes the whole disease process much more visible not only to oneself but to one's co-workers. Carrying out the functions of disease management necessitates admitting to a diseased state, which his view of illness and work militate against. As one worker stated: I haven't been to a diabetic doctor in ten years because I've been keeping it under control myself. I'm not having to go to the hospital, and as long as I can do that, I'm doing fine. I work, I bowl. There are no problems.
The Loyal Worker lacks a basic knowledge about diabetes management. He believes that since he "feels fine," he is "just like everyone else" and doesn't need to see his health care provider. The Decision-Maker may not see his health care provider often because he is documenting his control. The Loyal Worker sees his health care provider less frequently on the premise that he does not feel sick, without the benefit of supporting documentation. When he does seek medical care, he expects the health care provider to take a paternalistic, rather than consultative, role because he has not established a collaborative relationship. In contrast to the Decision-Maker who adjusts his job to help control his diabetes, the Loyal Worker, who views his job as central to his life, adjusts the disease to fit his work.
When the Loyal Worker thinks of his future, the potential complications of diabetes are seen as a threat to his job. A typical reaction is:
I get depressed at times because I can't see like I used to, and I need to because of my work, my job.
Thus, for the Loyal Worker, a threat to one's value in the workplace is a threat to one's survival. Personal happiness is not a significant factor.
THE FATALIST is the third type, and in contrast to the Decision-Maker who derives his value from within himself, and the Loyal Worker who derives his value from his work, the Fatalist does not value himself at all. For example:
FIGURE 2
Systems Concept of the Diabetic Worker
Worker Com pany
A lot of times, I just damn myself because I know that if I got in a real predicament and had to go two or three weeks without insulin, that I'd just be dead. I've never been able to shake that, so why care? It's just where I happened to land, the spot I ended up in. Basically, my attitude about human beings is that there are a lot of us who are expendable.
The Fatalist is angry because of the stigma of being diabetic. He feels that society is largely to blame, not only for his current low job status, but also the state of his diabetic control. He does no blood glucose monitoring or urine checks because he sees these as a conspiracy by the medical profession to control him. He does not associate these behaviors with health.
He chooses to live his life in a "helterskelter" manner, which gives him an increased sense of self-determination by dealing with life's situations on the spur of the moment. This translates into irregular insulin injections, a non-specific diet and, ultimately, poor disease management.
The Fatalist's blood sugar is under poor control, and he keeps the blood sugar purposely high to prevent the embarrassment of hypoglycemic reactions. For example:
Virtually everyone at work knows I'm diabetic, but I don't have to worry about low blood sugars. I usually eat something sweet in the mornings and it takes that part of the stress away. I can function at a good level, usually a very good level with a 300 to 400 blood sugar. The Fatalist's physical state of health greatly influences his job status. However, even though he recognizes that the "extreme state" of being sick affects his work, he does not seem to realize that his poor work performance may compromise his future.
The Fatalist avoids thinking about the future. Rather, he deals with problems and consequences by running away:
Yeah, I get depressed sometimes. I'll go to the woods. That is my favorite escape. If I see it bothering me for three or four days in a row, by then, I've got to get out. I've got to go somewhere else.
This thought pattern is dysfunctional in the working world. Refusing to deal with the demands of diabetic management only worsens the disease and hastens an exit from the workplace.
SUMMARY OF RESULTS
The major findings of this study show that the diabetic worker does not exist in a vacuum. As Figure 2 illustrates, his or her disease management reflects the unique combination of personality (self-image), health, and feelings interacting with a work setting. Feelings about one's job and work environment are integrated within the concepts of self-image and health/ health perception. The workers, as described by theoretical type, produce different kinds of adjustments on the basis of these concepts.
SELF-IMAGE:
Decision-Makers have a strong, positive self-concept which allows them to successfully deal with the onslaught of a major illness. For instance, one of these Decision-Makers, whose image was that of the self-made man, responded to his diagnosis by "feeling ashamed." However, despite his fear that he would be fired, he told the company about his diagnosis because he felt that "honesty was the best policy. " He felt that he was more important than the work itself and that without good health he could not perform at the high level to which he is accustomed. The recognition of his self as important allowed him to be visible with his disease management behaviors.
Although the Decision-Maker has a positive sense of self which contributes to a good work performance, he is aware of others' lack of understanding and feels the need to protect his self-image, i.e., to resist stigma, as indicated in the following statement:
I've gone in a lot of times when I think that if! didn't have the diabetes, I would have called in and told them that I just didn't feel like working. I do have a fear of people thinking that I might try to use the diabetes as an excuse. If it ever did come up, I'd work to keep it from ever becoming a consideration when I give an answer back to somebody about changes in my job or work schedule.
In contrast, for the Loyal Worker, a positive self-image is secondary to his value as a worker. He must protect his status as a worker even at the risk of his health. Management is often unaware that he is a diabetic, although a few of his coworkers know. Whereas the DecisionMaker will stop a job to eat his lunch, the Loyal Worker will skip lunch to finish a job. One reason the Loyal Worker does not engage in diabetes management behaviors at work is because it takes time that he is not willing to give. His self-identity and self-esteem are so strongly derived from work that it is not possible to look at selfimage and work as separate entities.
Finally, the Fatalist views himself negatively and sees some human beings as expendable, especially himself. For example:
I don't value the job that much because I don't, I just don't respect the company policies on promotion or health care or anything else. Job security doesn't mean anything to me.
In turn, this attitude fuels his negative self-image. He externalizes the blame for this unhappy life situation to the company or to society. His refusal to engage in diabetes management behaviors gives him his only sense of power and independence by allowing him freedom from machines, freedom from stigma in his daily life.
If the meaning of diabetes is shaped by social interaction, then the management of diabetes at home maybe vastly different from the management of diabetes in the workplace.
PERCEPTION OF HEAIIH:
For the Decision-Maker, perception of health is primarily a function of how well one feels, with blood sugar level as documentation. For the Loyal Worker and the Fatalist, it is influenced by one's perceived functional status. For example, when the DecisionMaker does not feel well, he will check his blood sugar and attempt to correct the problem. If the Decision-Maker is ill, he uses his sick time because he does not see himself as being penalized for doing so. In contrast, both the Loyal Worker and the Fatalist feel that sick time is used by management to penalize the worker in his annual review. For the Loyal Worker, this belief ties in strongly with his attitude that work always must come first.
For one of the Loyal Workers interviewed, complications have become significant enough to force his awareness of the disease. Yet he still insists that his health is good (although he doesn't "feel good") because he can maintain a normal work schedule. However, if his physical health continues to decline, the quality of his work performance will deteriorate, his self-image will be assaulted, and his perception of his health will change. The interaction of all three parameters may ultimately result in his inability to work.
The actual physical state of health may also profoundly affect the worker's selfimage and work performance. For example, one Decision-Maker has already begun to experience retinal hemorrhages requiring several laser treatments, but he sees his health as excellent, particularly since beginning insulin pump therapy two years ago. Since beginning the pump therapy, he has lost minimal time from work, and the company cooperates with him by allowing him to make up time used for doctor appointments. So, even though his physical health could potentially cause disability, the worker has made a good adjustment. His excellent diabetes management enables him to continue to work, which raises his self-image, which in turn encourages consistent disease management. The company shows respect for the individual, and the company is repaid in loyalty and better quality work.
Incomparison, a Fatalist who has physical symptoms similar to those of the Decision-Maker described above, with a history of vitreous hemorrhage and symptoms of significant peripheral neuropathy, responded quite differently. He saw these complications as unavoidable or "par for the course." He reported that he recently has been to the OHN's office several times because of illness directly resulting from hyperglycemia. When the OHN "talked him into" having his blood sugar checked daily, he did well for two weeks but then sabotaged himself by "hitting the junk food." This reinforced his feelings of unworthiness, his blood sugar remained uncontrolled, and his symptoms continued. This Fatalist may soon self-select himself out of the workplace.
DISCUSSION
Some of the diabetics at work have been taking that one shot a day for maybe ten years, and they go into a hospital every couple of years to get re-regulated when they get out of whack. You know, no problem, so they ask: "Why do I need to do all this? Why should I start sticking my fingers when I've been doing fine for ten years?" This quote by one of the DecisionMakers illustrates one of the biggest challenges facing the occupational health nurse, particularly with Loyal Workers who believe that they manage the disease process well and do not really see themselves as having a self-care deficit. This attitude often prevents them from seeking health care early enough to allay complications. The OHN's challenge is to encourage workers to engage more actively in their diabetes management without encouraging them to assume the sick role.
One way to accomplish this is with reframing, defined as changing the conceptual and/or emotional setting or viewpoint in relation to which a situation is experienced and placing it in another frame which fits the "facts" of the same concrete situation equally well or even better, thereby changing its entire meaning (Watzlawick, Weakland & Fisch, 1974) . One of the Decision-Makers is an engineer who reframed management of his diabetes as a game, and viewed achieving a good score on his blood sugar as beating the challenger. Another viewed his insulin pump as a device which signifies return to health rather than as evidence of illness. The OHN needs to learn to be creative and
